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Background: Primary care is increasingly focussed on the care of people with two or more long-term conditions
(multimorbidity). The UK Department of Health strategy for long term conditions is to use self-management support
for the majority of patients but there is evidence of limited engagement among primary care professionals and patients
with multimorbidity. Furthermore, multimorbidity is more common in areas of socioeconomic deprivation but
deprivation may act as a barrier to patient engagement in self-management practices.
Background: Effective self-management is considered critical to meet the needs of people living with long term
conditions but achieving this is a significant challenge in patients with multimorbidity. This study aimed to explore
patient and practitioner views on factors influencing engagement in self-management in the context of multimorbidity.
Methods: A qualitative study using individual semi-structured interviews with 20 patients and 20 practitioners drawn
from four general practices in Greater Manchester situated in areas of high and low social deprivation.
Patients were purposively sampled on socioeconomic deprivation (defined by Index of Multiple Deprivation (IMD) score),
number and type of long term conditions (2 or more of: coronary heart disease, diabetes mellitus, osteoarthritis, chronic
obstructive pulmonary disease and depression), age and gender. Practitioners were sampled by deprivation status
of the practice area; role (i.e. salaried GP, GP principal, practice nurse); and number of years’ experience. Interviews
were audio-recorded and transcribed verbatim. Analysis used a thematic approach based on Framework.
Results: Three main factors were identified as influencing patient engagement in self-management: capacity
(access and availability of socio-economic resources and time; knowledge; and emotional and physical energy),
responsibility (the degree to which patients and practitioners agreed about the division of labour about chronic
disease management, including self-management) and motivation (willingness to take-up types of self-management
practices). Socioeconomic deprivation negatively impacted on all three factors. Motivation was especially reduced in
the presence of mental and physical multimorbidity.
Conclusion: Full engagement in self-management practices in multimorbidity was only present where patients’
articulated a sense of capacity, responsibility, and motivation. Patient ‘know-how’ or interpretive capacity to self-manage
multimorbidity is potentially an important precursor to responsibility and motivation, and might be a critical target for
intervention. However, individual and social resources are needed to generate capacity, responsibility, and motivation
for self-management, pointing to a balanced role for health services and wider enabling networks.* Correspondence: peter.a.coventry@manchester.ac.uk
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Primary care is increasingly focussed on the care of people
with long term conditions – many of whom live with two
or more such conditions, a status known as multimorbidity
[1]. While it could be argued that depression is not a single
entity it is a syndrome with recognisable symptoms that
follow a relapsing and remitting course, lending depression
many of the features of a long term condition [2]. In
this sense multimorbidity as a concept can include any
combination of physical and mental health conditions.
The prevalence of multimorbidity varies according to
definition and population but was recently estimated to
affect 16% of all patients in England and 44% of those aged
75 or more [3]. However, multimorbidity is not a problem
confined to older adults. In socioeconomically deprived
areas multimorbidity occurs 10 to 15 years earlier and
more commonly includes mental health disorders [4]. So
called physical and mental multimorbidity is associated
with greater decrements in health than other disease com-
binations [5], and increases the risk of unplanned hos-
pital admissions [6,7]. The presence of physical and mental
multimorbidity also significantly impacts the cost of health
care. International estimates suggest that health care costs
increase by at least 45 per cent for each person with a
chronic physical disease and a co-morbid mental health
problem [8].
Effective self-management is considered critical to meet
the needs of people living with long-term conditions. In
the UK, self-management has been defined as “the care
taken by individuals towards their own health and well be-
ing: it comprises the actions they take to lead a healthy
lifestyle; to meet their social, emotional and psychological
needs; to care for their long-term condition; and to pre-
vent further illness or accidents” [9]. Here, the emphasis
on lifestyle is predicated on a belief that by engaging in
healthy behaviours patients can limit further disease pro-
gression, and avoid the need for more intensive level of
support and thus reduce healthcare utilisation and cost.
The means by which the health service can support
patients with long term conditions to engage in self-
management include appropriate and accessible advice,
health education, self-care skills training and increasingly
self-monitoring via tele-health technologies [9,10].
Encouraging self-management in primary care is diffi-
cult [11], and due to the accumulative demands of two or
more long term conditions, the presence of multimorbid-
ity may be a further barrier to patient engagement in self-
management. Patients with multimorbidity may have less
energy, time, and motivation to devote to complex self-
management activities [12]. Owing to the complexity of
information about treatment regimens even the most
motivated and well informed patients with multimor-
bidity may struggle to make the right self-management
decisions [13]. Furthermore, because older patients withmultimorbidity may be at higher risk of normal age-
related deficits in cognitive functioning, their ability to
engage successfully in self-management tasks might be
significantly impaired. Additionally, depression may com-
plicate self and medical management of long term condi-
tions [14,15]. Self-management support in the context of
multimorbidity may also tax the clinical skills of profes-
sionals thereby limiting their ability to support complex
patients to self-manage. This may be especially so in
socio-economically deprived areas where historically the
provision of health care has rarely met the needs of the
most ill and disadvantaged [16].
While there is some evidence that patients with multi-
morbidity may benefit the most from self-management
support programmes [17,18], most have been designed for
people with single long term conditions and as such may
have less relevance for people with multimorbidity.
Even patient level behavioural interventions to support
self-management in multimorbidity have met with only
modest success, further highlighting the limited scope of
evidence about how best to manage multimorbidity [19].
If self-management is really to address the challenge of
improving the health of patients with multimorbidity
and reduce health service utilisation, health services need
to understand how best to engage and support patients
and practitioners to introduce improvements in self-
management. We therefore conducted a qualitative study
to explore patient and professional perspectives on the
factors that facilitate and hinder patient engagement




This qualitative study was nested in a larger quantitative
study designed to explore predictors of self-management
behaviour in patients with multimorbidity. The cohort
study surveyed 1500 patients from four general practices
in Greater Manchester. Patients were selected on the pres-
ence of two or more of five exemplar conditions (coronary
heart disease, diabetes mellitus, osteoarthritis, chronic ob-
structive pulmonary disease and depression). These condi-
tions were chosen on the basis that they have varied
symptomatology and present patients and clinicians dif-
ferent management challenges. 516 participants (34%)
responded to the invitation to complete the survey, of
which in 222 (i.e. 43%) gave consent to be approached
for interview. From this group 20 patients were purpos-
ively sampled on socioeconomic deprivation (defined
by Index of Multiple Deprivation (IMD) score [20]),
number and type of long term conditions, age and gen-
der. Characteristics of the patient sample are shown in
Table 1. Fifteen practitioners were initially recruited
from the four practices participating in the quantitative
Table 1 Patient characteristics
Patient ID Age Practice
number
IMD score Conditions




P2 76 1 33.08 COPD
CHD
Depression
P3 57 4 5.39 OA
CHD
P4 58 2 46.55 CHD
Depression
P5 58 3 19.96 Diabetes
CHD
P6 88 3 9.71 COPD
OA
CHD




P8 67 3 15.68 Diabetes
CHD




P10 68 1 30.12 OA
CHD
Depression
P11 76 4 11.15 OA
CHD
P12 57 1 43.81 Diabetes
OA
P13 77 4 10.92 OA
CHD




P15 52 1 27.21 Diabetes
OA
Depression
P16 58 2 66.68 Asthma
Diabetes
Table 1 Patient characteristics (Continued)
P17 63 4 9.03 Diabetes
Depression
P18 76 4 16.17 COPD
CHD
P19 66 2 25.17 COPD
CHD
P20 58 3 6.73 Diabetes
Depression
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practices where the researchers had prior links. Due to dif-
ficulties with recruitment, practitioners were recruited
using convenience sampling but attempts were still made
to interview subjects varying in characteristics of interest
such as: deprivation status of the practice area; role (i.e.
salaried GP, GP principal, practice nurse); and number of
years’ experience. In total 16 GPs and 4 Practice Nurses
consented to interview; characteristics of the practitioner
sample are shown in Table 2.
While Framework analysis does not explicitly provide
guidance about sample size our criterion based sampling
approach meant that we aimed to include at least 5 pa-
tients per criterion: age, gender, combination of illnesses,
and level of deprivation. Based on previous experience of
using semi-structured interviews in applied health re-
search settings [21] we anticipated that data saturation in
the patient and practitioner data set would be achieved
after a minimum of 20 purposively sampled interviews.
We aimed to interview at least 5 cases per sampling criter-
ion for both the patient and practitioner samples.
Data collection
Individual semi-structured interviews were conducted
with patients and practitioners by one of two authors (LF
and CK). A topic guide covering the main themes was
used (see Additional files 1 and 2). Patient interviews were
conducted in their own homes and practitioners were
interviewed at locations according to their preference.
The average length of interview was 38 minutes (range
10-72). All interviews were digitally recorded with consent
and transcribed verbatim.
Data analysis
Interviews were analysed to explore a priori and emergent
themes using an approach informed by Framework [22].
Five key steps were followed: 1) familiarisation – the tran-
scripts were read thoroughly by all researchers to identify
key themes; 2) a preliminary thematic framework was
constructed using the interview schedules to structure the
early themes. 3) indexing – themes and emerging sub
themes were labelled and indexed; 4) charting – each











DR 1 1 44.76 30 GP Partner
DR 2 3 19.96 21 GP Partner
DR 3 1 44.76 12 Salaried GP
DR 4 1 44.76 17 GP Partner
DR 5 1 44.76 8 GP Partner
DR 6 2 25.17 30 GP Partner
DR 7 5 7.1 16 GP Partner
DR 8 4 11.15 11 Salaried GP
DR 9 6 6.53 23 GP Partner
DR 10 1 44.76 5 Trainee GP
DR 11 4 11.15 5 Trainee GP
DR 12 4 11.15 20 GP Partner
DR 13 5 7.1 16 GP Partner
DR 14 4 11.15 36 GP Partner
DR 15 5 7.1 23 GP Partner
DR 16 7 50.74 5 Trainee GP
PN 1 1 44.76 22 Practice Nurse
PN 2 4 11.15 27 Practice Nurse
PN 3 1 44.76 5 Healthcare assistant
PN 4 2 25.17 25 Practice Nurse
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5) mapping and interpretation – the key characteristics
across all the data were mapped and interpreted. Discon-
firming evidence and deviant cases were sought through-
out the analysis [23].
Analysis was carried out by four researchers from differ-
ent backgrounds (general practice, health services research
and health psychology) to increase trustworthiness of ana-
lysis [24]. Each transcript was analysed individually and
then in groups, with the healthcare professional tran-
scripts analysed separately from the patient transcripts but
with comparisons made across data sets. In doing so this
qualitative study drew on the concept of investigator
triangulation by sharing data collection and data ana-
lysis between researchers drawn from different discip-
linary backgrounds, again increasing trustworthiness of
the analysis [25].
Ethics statement
Ethical approval was granted by Greater Manchester North
Ethics Committee on 12/09/2011 (ref: 11/NW/0563). Ap-
provals included permissions from participants to use their
data in an anonymised format: patient names were re-
moved but clinical and demographic data are included to
characterise the type of patients interviewed; names of
professionals were removed but demographic data andinformation about service length are included to facili-
tate comparisons along gender and years of experience.
This study was conducted in accordance with the RATS
guidelines on qualitative research (http://www.biomedcen-
tral.com/ifora/rats).Results
Core to all the interviews were three themes that captured
patients’ and professionals’ views as to how successful self-
management in multimorbidity hinged on the interplay
and interdependence between contextual factors related to
patients’ material and social resources, physiological char-
acteristics associated with patients’ health, and patients’ at-
titude to health care. Data saturation was achieved in the
patient data set; because only four practice nurses were
interviewed it is likely that the practitioner data set was
dominated by themes generated by the GP participants.
These themes were:
1. Capacity: which included capacity external to the
patient (access to social and economic infrastructure
and time to support self-management activities),
their capacity in terms of know-how and confidence
to accomplish complex self-management practices;
and physical and emotional capacity to focus on
self-management.
2. Responsibility: which centred on patients’ and
practitioners’ attitudes about the division of labour
associated with self-management and medical
management in multimorbidity, and how these
attitudes were partly contingent on capacity.
3. Motivation: which drew on understandings that
successful self-management was partly contingent on
patients’ belief and expectation that self-management
would improve their health, and how low mood can
negatively influence patients’ capacity and sense of
responsibility for self-management.
The extent to which these themes were perceived to
be significant was influenced by the degree to which
practitioners and patients encountered socio-economic
deprivation, highlighting the importance of deprivation in
engaging people with multimorbidity in self-management.Capacity
When discussing barriers to self-management in multi-
morbidity, practitioner narratives initially focused on the
fact that many patient with multiple health problems often
expended a great deal of energy and time coping with
day-to-day routines associated with living with illness,
leaving them with little spare capacity to devote to more
complex self-management tasks:
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busy just trying to survive. [Their day is spent] getting
up in the morning out of bed (if they can), having a
plateful, almost a meal full, of tablets every day, and
just about coping on the edge of everyday life.” DR 1
(30 yrs qualified: GP principal, deprived area)
Physiological barriers, generated from competing phys-
ical conditions, were also at the forefront of practitioners’
minds when discussing the problems encountered by pa-
tients with multimorbidity. For example, practitioners
knew of patients with combinations of illnesses or levels
of physical incapacity that precluded self-management
tasks that involved lifestyle changes such as exercise:
“Somebody with diabetes… you encourage them to
exercise, [but] maybe if they’ve got a respiratory
condition, it stops them from doing that. So sometimes
your advice conflicts, you know, when you’ve got multiple
problems.” PN 2 (27 yrs qualified: Practice Nurse)
In contrast to these professional concerns, which
centred on balancing advice about risks and benefits of
self-management, some patients had greater interpretive
capacity (i.e. know-how or tacit knowledge) to spot oppor-
tunities to maximise the benefits of self-management for
all their health problems:
“in truth, a lot of the things are similar for both…
exercise is good for my heart and it’s good for my
diabetes, and paced exercise is good for the late effects
of polio, improving your diet; it’s good for all
conditions, really.” Patient 5 (58 yrs: diabetes, CHD)
Structural factors, such as access to transport or finan-
cial resources, were considered by patients as providing
important and tangible ingredients in generating capacity
to self-manage. Additionally, many patients spoke about
how their capacity to cope with their multiple health
problems was sustained through the perceived social and
emotional support provided by their family (who often
acted as informal carers), friends, and sometimes commu-
nity and religious groups. Here, perceived emotional sup-
port provided a solid base from which patients could cope
with and self-manage multimorbidity:
“the only thing that’s helped me through this [multiple
illness] is being part of a church, and some good
friends in the church, who have been kind, and helpful
over the years, and supportive.” Patient 7 (54 yrs:
asthma, diabetes, OA, depression)
Equally, practitioners also placed a high value on pa-
tients’ being able to mobilise a network of support to helpthem in managing their health problems. Social isolation
was seen to reduce patients’ capacity to engage in self-
management activities outside the home, often because
they had no family nearby or poor access to social net-
works that might support them to learn about self-
management:
“I think if there’s social isolation that can be quite a
big problem. So social isolation where they can't get
out, where they can’t use ordinary channels of
communication… They’ve no relatives, no friends, and
they’re just stuck at home.” DR 14 (36 yrs qualified:
GP principal)
Practitioners suggested that poor access to material re-
sources further eroded patients’ capacity to engage in self-
management tasks. This was especially true for patients
who lived in more socio-economically deprived areas. Pa-
tients who lived in more deprived areas were not only less
likely to have fewer financial resources but also had lim-
ited access to public or private transport, leading to
poorer up take of self-management options such as
support groups:
“Obviously, with low socioeconomic background.....you
may not have the facilities…to do certain things; self
care depends, in some part on…, things like access to
telephones, access to internet, being able to go to some
of these classes by public transport, and…some
patients may not have that.” DR 10 (5 yrs qualified:
GP trainee, deprived area)
Quite apart from practitioner concerns about how
deprivation impacts negatively on structural capacity for
self-management some patients from deprived back-
grounds articulated how lack of financial resources dented
their emotional capacity to invest in learning about and
doing self-management. For these patients, especially
those who relied on benefit payments, daily anxieties
about money meant that their time and energy was
spent on making ends meet, not seeking out opportunities
to enhance self-management practices:
“They’re only giving me £14 a week to live on. Out of
that £14 I’ve got to pay £17 a week for water and
heating. That’s another thing that does your head in
because how are you supposed to live…? It’s playing on
your mind all the time.” Patient 4 (58 yrs: CHD,
depression, deprived area)
By comparison patients with greater financial resources
acknowledged that their relative affluence enhanced their
emotional as well as structural capacity to devote to
caring for themselves. For example, one patient who
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work in a stressful job reflected on how an opportunity to
take up a lucrative early retirement had enhanced his cap-
acity to control his heart disease:
“I was a sales manager and I was driving 1,000 miles
a week and my doctor was always saying ‘it’s killing
you…you can’t go on to driving 1,000 miles a week and
all the pressures of sales’, so in 2000 I was offered a
redundancy package, I was only 58 at the time and,
but we [sales managers] retire at 60, so I was lucky
that I got a good pension, a redundancy package and I
finished work and at that point I felt almost in total
control, whereas before it [the heart disease] was at
the influence of other sorts of things.” Patient 8
(67 yrs: diabetes, CHD)
Responsibility
Although both practitioners and patients identified capacity
as a necessary feature of self-management it is not sufficient
to ensure patient engagement with self-management. In
addition to capacity patients and practitioners identified
responsibility as a key ingredient in successful self-
management. This theme revolved around practitioners’
and patients’ discourse about their respective roles to sup-
port self-management.. In this sense responsibility stemmed
from patients’ capacity to act out self-management tasks
and relates in part to established notions of self-efficacy (i.e.
confidence to produce a desired outcome) [26]. Because
much self-management activity takes place outside of for-
mal health care and is patient led, practitioners believed
that patients should take charge of all tasks associated with
healthy lifestyles and medicines management:
“if the patient was at home, maybe, eating unhealthy
food, not taking their medications and there’s little [I
can do]…I can’t go in and, you know, do that for them,
so, I think, people need to take more responsibility for
their own conditions.” DR 12 (20 yrs qualified:
GP principal)
However, practitioners were not inclined to believe that
patients with multimorbidity should be less or more re-
sponsible for their health than patients with single long
term conditions. Practitioners noted that all patients, re-
gardless of the number of illnesses, have a responsibility to
maintain their health, but the degree to which this was
true might vary dependent on patients’ capacity, especially
their interpretive capacity to process and understand com-
plex advice about self-management tasks:
“I think the responsibility is the same, because as long
as the patient can weigh up the information that you
give them, it doesn’t really make any difference if it’sone illness or two illnesses.” DR 4 (female, 17 yrs
qualified: GP principal, deprived area)
The extent to which responsibility was contingent on
capacity was also articulated through the experiences of
practitioners who worked in deprived areas. In these areas
practitioners recognised that patients displayed lower
levels of responsibility towards self-management, entrust-
ing their care instead to formal health care providers. Im-
portantly, in making these observations, practitioners did
not invoke a moral discourse about deprivation and de-
pendency, but rather suggested that patients from de-
prived areas had less capacity to self-manage and were
thus more reliant on their support than patients from less
deprived areas:
“I would probably say the patients here with chronic
conditions probably expect doctors to fix it rather than
taking care of themselves. They’re very dependent on
GPs and doctors, I don’t know why. Maybe again,
because it’s a deprived area.” DR 3 (12 yrs qualified:
salaried GP, deprived area)
Patients’ views on responsibility for health care ap-
peared to confirm practitioners’ accounts. Patients from
more deprived areas commonly relied on a narrative that
suggested that responsibility for health lay firmly with
medical professionals. However, in doing so, some patients
also alluded to the notion that responsibility for self-
management might also equate to, or at least include,
compliance with health professionals’ advice. Here, re-
sponsibility for self-management becomes less about act-
ing out behavioural tasks and more about complying with
instructions about medical management of illness:
“I think it’s the doctor’s concern, not mine. I mean
I’ll do everything the doctor tells me.” Patient 19
(66 yrs: COPD, CHD, deprived area)
Patients living in less deprived areas were less ambigu-
ous about their role in self-management, expressing a be-
lief that they, rather than medical professionals, should
take ownership of their health problems. Here, looking
after themselves might include adopting healthy behav-
iours but, echoing the sentiments of patients from more
deprived areas, they also alluded to responsibility as com-
pliance with medical management of illness:
“I think to look after me is my responsibility, because
if I said, ‘Oh, I’m not bothered because of bad
weather, so I’m not ringing for some medication’ or
something like that, so it is my fault, not theirs
[if I don’t get my medications].” Patient 6 (88 yrs,
COPD, OA, CHD)
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Thus far we have described how practitioners and patients
characterised self-management in multimorbidity as being
contingent first on capacity and secondly on responsibility.
However, the last set of data in the previous section hinted
at how full engagement in self-management is also only
likely to be possible in the presence of patient motivation
to overcome barriers and to extend their self-management
style to include all tasks, not just medicines taking. Chief
among barriers identified by practitioners was the com-
mon occurrence of depression in patients with multiple
health problems. Because ‘low mood…goes along with
poor motivation and certainly will affect how they manage
their condition’ (DR 5) practitioners prioritised the man-
agement of depression in order to facilitate discussions
with patients about adopting healthier lifestyles:
“if you have someone who has got COPD and is
depressed then obviously I think tackling depression
will be my first priority because that will help me to
motivate the patient, maybe to adapt their diet, or
stop [them] smoking rather than just ignore it or not
tackle it.” DR 3 (12 yrs qualified: salaried GP, deprived
area)
Patients concurred with practitioners that depression
was an obstacle to self-management. Even where patients
had expressed a commitment to adopt healthier lifestyles
they recognised that depression could confound their de-
sire to enact such self-management plans:
“as you get older like I want to be fitter in myself and
then… these little conditions, they stop you doing
things, and then your motivation, if you’re feeling
down and you’re depressed, then your motivation’s not
there.” Patient 15 (52 yrs: OA, diabetes, depression,
deprived area)
In addition to the problem of motivating patients to
make behavioural changes practitioners also highlighted
that some patients, even in the absence of depression, were
unlikely to feel motivated to attend support groups for
people with multiple health problems. In accounting for
why patients were typically dismissive of self-management
groups practitioners pointed to the fact that most patients
with multimorbidity will not have encountered such a
group before and hold no expectation that they can im-
prove their health:
“this extra thing [a self-management support
programme] is like an added hassle that they don’t
perceive as being of any benefit. I see it that it probably
would be beneficial and there’s no proof until they’ve
been, and they don’t go because they don’t see it as apriority… It’s not as likely to work as a big red tablet.”
DR 1 (30 yrs qualified: GP principal, deprived area)
Self-management falls outside the traditional, and for
some patients, the normatively circumscribed concept of
health care, and as such, demands additional levels of mo-
tivation. Patients who did not expect that self-management
support groups were likely to yield additional benefit
reverted to a self-management style that was reliant on
taking advice from their general practitioner:
“it [a self-management support programme] doesn’t
appeal to me quite honest – I feel whatever me doctors
says seems to be sufficient, and we’re living with that.”
Patient 2 (76 yrs: COPD, CHD, depression,
deprived area)
As well as patients’ low expectations and normative
assumptions about self-management practitioners also
pointed to socioeconomic deprivation as a factor that nega-
tively impacted motivation among some patients. Echoing
sentiments expressed earlier about patients’ emotional cap-
acity practitioners declared that patients who were battling
financial worries owing to unemployment felt much less
empowered and thereby motivated to prioritise their
health:
“there’s other ones who don’t have much aspirations,
who don’t work and they’re in chronic poor health and
they feel there’s nothing they can do, they feel
powerless, probably…[and] the thing is, they’ve got
other things to worry about, maybe, paying their bills,
poor housing… I think health must come way down
the list for these people.” DR 12 (20 yrs qualified:
GP principal)
Practitioners working in deprived areas also noted that
patients were heavily influenced by their environment in
which poor health and indeed poor life expectancy was an
accepted feature of life. In this sense patients from more
deprived areas were socialised into expecting ill health
and consequently felt less motivated to improve their
health by adopting health protective behaviours:
“sometimes people almost see it as normal, because
they are surrounded by other people that are ill and
neighbours that are ill and so I don’t think that
necessarily they would look at themselves as being that
unusual for the area.” DR 4 (17 yrs qualified: GP
principal, deprived area)
This perspective seemed to be borne out from patients’
narratives which revealed that patients from deprived
areas were only motivated to carry on as they were rather
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roles:
“I just plod along in the way I am. I seem to be coping
alright, but as long as I behave myself and not try and
do too much we are okay.” Patient 2 (76 yrs: COPD,
CHD, depression, deprived area)
By contrast, patients from less deprived areas (and thus
with higher levels of capacity) shared a more positive out-
look about their future heath and felt obliged to engage in
health protective behaviours:
“And instead of thinking, ‘Oh I’d love to go for a walk
but I can’t,’ and sitting down and feeling grumpy about
it, I’ll go off and swim…I know people in the pool now,
where I exercise, so it’s about getting out of the house
as well, and doing all of that.” Patient 3 (57 yrs:
OA, CHD)
Discussion
Main findings and comparisons with previous research
Our findings suggest that practitioners and patients per-
ceived that engagement in self-management among pa-
tients with multimorbidity is contingent on the three
inter-linked factors of capacity, responsibility and motiv-
ation. The availability and expression of these factors was
moderated by the presence of high or low deprivation and/
or the presence of mental and physical multimorbidity.
Structural capacity explained how patients’ ability to en-
gage in self-management practices was partly based on
their access to social, economic, and material resources.
Physical and emotional capacity were also key ingredients
in enabling patients to carry out multiple tasks and seize
opportunities to use social resources to support pathways
to self-management. Economic hardship reduced struc-
tural and emotional capacity, while interpretive capacity,
in the form of know-how, increased opportunities for
some patients to adopt self-management behaviours that
had synergistic effects on multiple problems. As such, cap-
acity was a necessary pre-cursor to patient engagement in
self-management, but it was not sufficient.
Similarly, Shippee et al. proposed a cumulative complex-
ity model to describe how clinical and social factors accu-
mulate over time and interact to complicate patient care,
including self-care, among patients with multimorbidity
[27]. In this cumulative complexity model, the ability of
patients to self-manage hinges on a balance between pa-
tient ‘workload’ of demands and patient capacity to ad-
dress increasingly complicated demands. As with our
findings, patient capacity here refers to the availability of
financial and social resources as well as health literacy, but
also includes level of physical functioning. Workload is
used to denote the extent to which patients expend timeand energy on health care and self-management, and on
coping with life in general. In this sense Shippee et al use-
fully distinguish between resources that make up capacity
and the use of resources that might drain capacity, further
illuminating the notion that patient capacity has dynamic
properties and can vary between and within patients de-
pending on individual characteristics and circumstances.
Our findings add to this model by building in an under-
standing that the level of certain forms of capacity is partly
dependent on patient motivation. However, neither our
model or that of Shippee et al has been subject to formal
empirical testing yet.
Practitioners offered qualified support for the notion
that all patients with multimorbidity, regardless of level of
symptom or illness burden, should share responsibility to
self-manage, but only if patients had the interpretative
capacity to weigh up the risks and benefits of self-
management practices. There is strong evidence that
lower levels of health literacy are associated with poorer
health status, but the notion that health literacy influences
self-management through motivational and volitional de-
terminants is contested [28]. Our practitioner data might
support the argument that health literacy precedes re-
sponsibility for adopting self-management practices,
but this relationship would need to be confirmed in a
mediation-moderation model [29].
Patients tended to agree with practitioners’ narratives
that they shared some responsibility for self-managing
their illnesses. Patients’ narratives about responsibility to
self-mange did however deviate to some extent along
deprivation lines. Patients living in the most deprived areas
tended to hold their doctor as responsible for managing
and monitoring their health, whereas patients living in the
least deprived areas favoured the pursuit of more individu-
ally oriented approaches to living with and managing their
illnesses. This is not to assume however that patients who
had greater aspirations to self-manage necessarily elevated
individual over social responsibility. We have previously
shown in a separate analysis that attitudes to self-
management among this sample of patients did not
vary between frequent or non-frequent attenders in pri-
mary care, or that self-management was more likely to
be adopted by particular types of patients with specific
combinations of illnesses [30]. This is in keeping with
the previous findings of Townsend et al who suggested
that use of healthcare among people with multimorbid-
ity is underscored by individual characteristics of pa-
tients and their social conditions rather than specific
forms of morbidity [31]. Hurd and Clarke make the
compelling argument that patients’ engagement in self-
management is in part driven by a desire to regain con-
trol over their bodies [32], which appeals to the notion
that chronic illness, and indeed multimorbidity, present
opportunities for patients to invoke a moral discourse
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self-management [33].
Sinnott et al found that opportunities to engage pa-
tients with multimorbidity in patient centred approaches
founded on shared decision making were limited in pa-
tients who lacked motivation [34]. Likewise we found that
even where patients had capacity and responsibility, full
engagement in self-management was unlikely to be suc-
cessful in the absence of self-motivation. Expectations and
health beliefs figured prominently in the way patients
articulated motivation to engage in the full array of self-
management practices, especially supported forms of self-
management. Attendance at support groups was low
among patients with multimorbidity because most pa-
tients did not expect that such support groups could
positively transform their health or their ability to self-
care. Socio-economic deprivation also shaped patients’
motivation. Patients from deprived areas were often
socialised to perceive that their poor health was the
norm, which limited their ambitions to improve health
by self-management. By contrast patients from less de-
prived areas had greater motivation to self-manage be-
cause they had more opportunities to model the healthy
lifestyle behaviours of peers and family. Finally, both pa-
tients and practitioners agreed that motivation was prone
to being negatively affected by the presence of depression,
which in turn could reduce responsibility and emotional
capacity to self-manage.
The finding that motivation to engage in self-
management may be reduced in the presence of socio-
economic deprivation is supported by a US study by Clark
et al which found that patients with multimorbidity from
deprived areas had lower expectations for health and suc-
cessful ageing than patients from more affluent areas [35].
The concept of ‘successful ageing’ is premised on the idea
that health promotion and disease prevention, principally
through the adoption of health protective behaviours, can
delay the onset of the harmful effects of ageing [36]. As
with the patients in our study, Clark et al found that
socio-economically vulnerable patients tended to focus on
keeping within self-imposed limits, avoided “doing too
much” and aimed to achieve basic goals such as rest and
alleviation of pain rather than investing time and energy
in more complex lifestyle changes. By contrast, patients
with private health insurance shared “life goals” such as
seeing their grandchildren grow up, working, socialising
and enjoying their hobbies and saw health promotion as
key to successful ageing. This difference in perspective
can partly be explained by what is known as a future time
perspective [37] which is a learned cognitive style of infor-
mation processing that favours a focus on the future and
is partly conditioned by socio-economic context [38]. In
our sample, patients from deprived areas were socialised
to see ill health as an expected outcome and focused onday-to-day existence rather than changing their behaviour
to improve their health in the future. Additionally we also
found that patients were less likely to engage in supported
forms of self-management owing to a lack of expectation
that such groups would benefit their health. This explan-
ation maps onto the health belief model which suggests
that individuals will act in a specific way if they believe or
expect that they will benefit from those actions [39,40].
Or, alternatively, it might be for some patients multimor-
bidity is not perceived as a significant additional burden
and as such they do not feel the need to seek out further
support [31,41].
The fact that both our study and Clark et al found that
for more deprived patients self-management revolved
around taking medicines suggests that medication manage-
ment is, for some patients, a central focus around which
they can be responsible for their illnesses [42]. This high-
lights that practices broadly defined as ‘self-management’
(such as medication taking and lifestyle) can be construed
by patients in very different ways.
Strengths and limitations
A particular strength of this study was the inclusion of
both patient and practitioner views as previous qualitative
studies have tended to focus only on one group [43,44].
This allowed triangulation of emergent themes and the use
of deviant cases to illuminate difference and similarity
between patient and practitioner accounts. However, al-
though qualitative work does not seek to make prob-
abilistic generalisations it does strive to make logical
generalisations to support the development of explanatory
theory about how other comparable populations experi-
ence similar classes of phenomena [45]. Our efforts to
achieve this level of generalizability may be weakened by
the fact that the practitioners in our study were mainly
GPs who were partly recruited using a convenience sam-
ple, potentially leading to selection bias.
We anticipated that socio-economic deprivation would
be an important factor in determining patients’ and practi-
tioner attitudes about self-management. We therefore
used the IMD to measure the level of deprivation for each
area where patients lived and where practitioners worked.
While the IMD score can be used to identify the most and
least deprived areas in England and to compare the levels
of deprivation between areas it cannot identify individuals
who are deprived and individuals who are not. As with
other area level measures the IMD is thus possibly prone
to ecological bias and it is recommended that both indi-
vidual and area-based measures of socio-economic status
are used to capture important differences in social and
economic status [46]. When researching patients with
multimorbidity collecting individual level data on home
ownership may be particularly relevant as these patients
are typically older and/or retired adults for whom the
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much reduced [47].
Additionally, it is known that the burden of multimor-
bidity varies by ethnicity, with South Asian patients more
likely to experience cardiovascular multimorbidity [48].
While self-management of risk factors for cardiovascular
multimorbidity improves with increased multimorbidity
there are important differences in outcome by ethnicity
which remained to be explained [49]. Less is known about
ethnic differences in self-management of other combina-
tions of multimorbidity. We were however unable to as-
sess the relevance of our findings among an ethnically
diverse population. It will be important to explore whether
the three factors identified in this study as important
drivers of self-management practices in multimorbidity
generalise to black and ethnic minority groups.
Implications for future research and clinical practice
Despite recent interest in multimorbidity there is still a
sparse evidence base on effective interventions [50]. In
the UK and US the chronic disease self-management
programme (CDSMP) is the dominant model that un-
derpins educational and organisational interventions to
enhance patient self-management in patients with single
long term conditions. In this model the capacity and in-
deed moral responsibility for self-management is believed
to rest with the individual patient, leading to an emphasis
on psychological interventions to change behaviour by in-
creasing self-efficacy (i.e. confidence to produce a desired
outcome). As well as divorcing responsibility for health
from health service providers, interventions that focus on
individual capacity and responsibility for self-care have
been criticised for not taking into account the complexity
and plurality of experience of illness and how these expe-
riences shape self-management practices [51]. There is
preliminary evidence that the effects of the CDSMP may
be at least as good in those with multimorbidity (if not
better) [18], but levels of engagement remain poor, sug-
gesting that a more socially informed model might in-
crease engagement and demonstrate these benefits more
widely.
Taking a lead from whole person [16] and network [52]
perspectives, this may require a co-ordinated approach
not just from primary care, but also from wider networks
of local resources that can encourage patients with multi-
morbidity to engage in sustainable healthy behaviour
change [53]. For example, signposting to existing com-
munity groups which help to reduce social isolation –
optimising capacity; and by funding local peer-led healthy
lifestyle initiatives – thus optimising responsibility through
positive role modelling. Previous research has shown
that general practitioners are reluctant to discuss self-
management with patients with one long term condi-
tion for fear of alienating patients and disrupting theconsultation [54]; this also equally applies to consultations
with patients with multimorbidity [30]. However, training
of primary care practitioners in theoretically informed
brief behaviour change techniques [55], such as motiv-
ational interviewing, might enable them to optimise
patient motivation and enhance engagement in self-
management.
Key to the success of such initiatives might be to engage
patients with multimorbidity in the co-design of interven-
tions. Experience based co-design is an evidence based ap-
proach to involving service users in the development
phase of intervention design to enhance their experience
of treatment and care [56]. EBCD focuses on drawing out
issues that are often hidden from view but are critical to
patient experience. Understanding how capacity, responsi-
bility, and motivation combine to support engagement in
self-management may offer a way forward to crafting
interventions that can benefit both practitioners and pa-
tients. This may be especially true in relation to under-
standing why some patients had greater interpretative
capacity to identify opportunities to extract maximum
benefit from self-management practices for all their condi-
tions. Here, harnessing patient ‘know-how’ about optimal
methods of self-management in the face of multimorbidity
would potentially benefit other patients with less inter-
pretative capacity.
Managing mental and physical multimorbidity is par-
ticularly challenging [57] and the findings from our study
alluded to the idea that prioritising the treatment of de-
pression in patients with multimorbidity might increase
their motivation to self-manage. However, in the context
of primary care, it is difficult for practitioners to routinely
prioritise the management depression in people with long
term conditions [21]. Effective management of mental and
physical multimorbidity might therefore only be possible
in the context of system level interventions such as collab-
orative care [58], but the effectiveness of these approaches
have not been fully tested in multimorbid populations. Al-
ternatively, there is growing interest in mindfulness inter-
ventions that offer patients opportunities to engage in
synergistic approaches that address both mental and phys-
ical ill health [59], and further research about the effective-
ness of these approaches in multimorbidity is warranted
Conclusion
Managing multimorbidity is a challenge for both patients
and primary care practitioners that is set to increase over
the next decades owing to the growing prevalence of long-
term conditions among ageing populations. This study
found that, from the perspectives of patients and profes-
sionals, full engagement in self-management practices is
only likely in the presence of three contingent factors: cap-
acity; responsibility; and motivation. The operation of
these factors is moderated by the presence of deprivation
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be used to model the way in which individual patient char-
acteristics and social conditions combine to form barriers
to self-management in multimorbidity. Improving inter-
pretive capacity may lead to greater responsibility and in
turn motivation on the part of patients to self-manage
multimorbidity. Health services can be linked to wider
support networks to create therapeutic spaces in which
patients can more readily express capacity, responsibility
and motivation for self-management.
Additional files
Additional file 1: OPTIMUM Interview Schedule - Patient.
Additional file 2: OPTIMUM Interview Schedule - Practitioner.
Abbreviations
CHD: Coronary heart disease; COPD: Chronic obstructive pulmonary disease;
DR: Doctor; GP: General practitioner; OA: Osteoarthritis; PN: Practice nurse;
UK: United Kingdom; US: United States.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
PC designed the study and is the study guarantor; LF and CK collected the
data; PC, PBower, CK, LF, PBee analysed the data; PC and LF led on writing
the draft manuscript; all authors contributed to editing the manuscript for
significant intellectual content and approved the final version.
Acknowledgements
This article presents independent research commissioned by the National
Institute for Health Research (NIHR) School for Primary Care Research and via
an NIHR Collaboration for Leadership in Applied Health Research and Care
for Greater Manchester Flexibility and Sustainability award. The views
expressed in this publication are those of the authors and not necessarily
those of the National Health Service, the NIHR, or the Department of Health.
The funders had no role in the design and conduct of the study; the
collection, management, analysis, and interpretation of the data; and the
preparation, review, or approval of the manuscript.
We would like to thank NIHR Primary Care Research Network (North West)
for providing support with patient identification through QOF registers. We
would also like to acknowledge the practitioners and patients who took part
in the interviews and the support staff at the participating sites for mailing
out the questionnaires.
Author details
1NIHR Collaboration for Leadership in Applied Health Research and Care
Greater Manchester and Manchester Academic Health Science Centre,
University of Manchester, Oxford Road, Manchester M13 9PL, UK. 2NIHR
School for Primary Care Research and Manchester Academic Health Science
Centre, University of Manchester, Manchester M13 9PL, UK. 3School of
Nursing, Midwifery and Social Work, University of Manchester, Manchester
M13 9PL, UK.
Received: 26 September 2013 Accepted: 17 October 2014
References
1. Valderas JM, Starfield B, Sibbald B, Salisbury C, Roland M: Defining
comorbidity: implications for understanding health and health services.
Ann Fam Med 2009, 7(4):357–363.
2. Gask L: Is depression a chronic illness? For the motion. Chron Illness 2005,
1(2):101–106.3. Salisbury C, Johnson L, Purdy S, Valderas JM, Montgomery AA:
Epidemiology and impact of multimorbidity in primary care: a retrospective
cohort study. Br J Gen Pract 2011, 61(582):e12–e21.
4. Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B: Epidemiology
of multimorbidity and implications for health care, research, and medical
education: a cross-sectional study. The Lancet 2012, 380(9836):37–43.
5. Moussavi S, Chatterji S, Verdes E, Tandon A, Patel V, Ustun B: Depression,
chronic diseases, and decrements in health: results from the World Health
Surveys. The Lancet 2007, 370(9590):851–858.
6. Payne RA, Abel GA, Guthrie B, Mercer SW: The effect of physical multimorbidity,
mental health conditions and socioeconomic deprivation on unplanned
admissions to hospital: a retrospective cohort study. Can Med Assoc J 2013,
185(5):E221–E228.
7. Dickens C, Katon W, Blakemore A, Khara A, McGowan L, Tomenson B,
Jackson J, Walker L, Guthrie E: Does depression predict the use of urgent
and unscheduled care by people with long term conditions? A systematic
review with meta-analysis. J Psychosom Res 2012, 73(5):334–342.
8. Naylor C, Parsonage M, McDaid D, Knapp M, Fossey M, Galea A: Long-term
conditions and mental health: the cost of co-morbidities. London: King's Fund
and Centre for Mental Health; 2012.
9. Department of Health: Self care: a real choice - self care support: a practical
option. London: Department of Health; 2005.
10. Anker SD, Koehler F, Abraham WT: Telemedicine and remote management
of patients with heart failure. The Lancet 2013, 378(9792):731–739.
11. Kennedy A, Bower P, Reeves D, Blakeman T, Bowen R, Chew-Graham C,
Eden M, Fullwood C, Gaffney H, Gardner C, Lee V, Morris R, Protheroe J,
Richardson G, Sanders C, Swallow A, Thompson D, Rogers A: Implementation
of self management support for long term conditions in routine
primary care settings: cluster randomised controlled trial. BMJ 2013,
346:f2882.
12. Bayliss EA, Ellis JL, Steiner JF: Barriers to Self-Management and Quality-of-Life
Outcomes in Seniors With Multimorbidities. Ann Fam Med 2007, 5(5):395–402.
13. Sevick M, Trauth J, Ling B, Anderson R, Piatt G, Kilbourne A, Goodman R:
Patients with complex chronic diseases: perspectives on supporting
self-management. J Gen Intern Med 2007, 22(3):438–444.
14. Detweiler-Bedell JB, Friedman MA, Leventhal H, Miller IW, Leventhal EA:
Integrating co-morbid depression and chronic physical disease management:
Identifying and resolving failures in self-regulation. Clin Psychol Rev 2008,
28(8):1426–1446.
15. DiMatteo M, Lepper HS, Croghan TW: Depression is a risk factor for
noncompliance with medical treatment: Meta-analysis of the effects of
anxiety and depression on patient adherence. Arch Intern Med 2000,
160(14):2101–2107.
16. O'Brien R, Wyke S, Guthrie B, Watt G, Mercer S: An ‘endless struggle’: a
qualitative study of general practitioners’ and practice nurses’ experiences
of managing multimorbidity in socio-economically deprived areas of
Scotland. Chronic Illn 2011, 7(1):45–59.
17. Reeves D, Kennedy A, Fullwood C, Bower P, Gardner C, Gately C, Lee V,
Richardson G, Rogers A: Predicting who will benefit from an expert patients
programme self-management course. Br J Gen Pract 2008, 58(548):198–203.
18. Harrison M, Reeves D, Harkness E, Valderas J, Kennedy A, Rogers A, Hann M,
Bower P: A secondary analysis of the moderating effects of depression and
multimorbidity on the effectiveness of a chronic disease self-management
programme. Patient Educ Couns 2012, 87(1):67–73.
19. Smith SM, Soubhi H, Fortin M, Hudon C, O’Dowd T: Managing patients
with multimorbidity: systematic review of interventions in primary care
and community settings. BMJ 2012, 345:e5205.
20. Department for Communities and Local Government: English Indices of
Deprivation 2010. London: 2011. https://www.gov.uk/government/uploads/
system/uploads/attachment_data/file/6871/1871208.pdf.
21. Coventry P, Hays R, Dickens C, Bundy C, Garrett C, Cherrington A,
Chew-Graham C: Talking about depression: a qualitative study of barriers to
managing depression in people with long term conditions in primary care.
BMC Fam Pract 2011, 12(1):10.
22. Ritchie J, Spencer L: Qualitative data analysis for applied policy research.
In Analyzing Qualitative Data. Edited by Bryman A, Burgess RG. London:
Routledge; 1994:173–194.
23. Braun V, Clarke V: Using thematic analysis in psychology. Qual Res Psychol
2006, 3(2):77–101.
24. Henwood K, Pidgeon N: Qualitative research and psychological
theorizing. Br J Psychol 1992, 83(1):97–111.
Coventry et al. BMC Health Services Research 2014, 14:536 Page 12 of 12
http://www.biomedcentral.com/1472-6963/14/53625. Denzin N: The research act: a theoretical introduction to sociological method.
2nd edition. New York: McGraw-Hill; 1978.
26. Bandura A: Self-efficacy: the exercise of control. New York: Freeman; 1997.
27. Shippee ND, Shah ND, May CR, Mair FS, Montori VM: Cumulative complexity:
a functional, patient-centered model of patient complexity can improve
research and practice. J Clin Epidemiol 2012, 65(10):1041–1051.
28. Fransen MP, von Wagner C, Essink-Bot ML: Diabetes self-management in
patients with low health literacy: ordering findings from literature in a
health literacy framework. Patient Educ Couns 2012, 88(1):44–53.
29. Emsley R, Dunn G, White IR: Mediation and moderation of treatment
effects in randomised controlled trials of complex interventions. Stat Methods
Med Res 2010, 19(3):237–270.
30. Kenning C, Fisher L, Bee P, Bower P, Coventry P: Primary care practitioner
and patient understanding of the concepts of multimorbidity and
self-management: a qualitative study. Sage Open Medicine 2013,
1:2050312113510001.
31. Townsend A, Wyke S, Hunt K: Frequent consulting and multiple
morbidity: a qualitative comparison of ‘high’ and ‘low’ consulters of GPs.
Fam Pract 2008, 25(3):168–175.
32. Clarke LH, Bennett EV: Constructing the moral body: self-care among older
adults with multiple chronic conditions. Health (London) 2013, 17(3):211–228.
33. Frank AW: Illness as a moral occassion. Health 1997, 1(2):131–148.
34. Sinnott C, McHugh S, Browne J, Bradley C: GPs’ perspectives on the
management of patients with multimorbidity: systematic review and
synthesis of qualitative research. BMJ Open 2013, 3:e003610.
35. Clark DO, Frankel RM, Morgan DL, Ricketts G, Bair MJ, Nyland KA, Callahan CM:
The meaning and significance of self-management among socioeconomically
vulnerable older adults. J Gerontol B Psychol Sci Soc Sci 2008, 63(5):S312–S319.
36. Rowe JW, Kahn RL: Successful Aging. Gerontologist 1997, 37(4):433–440.
37. Shell D, Husman J: The multivariate dimensionality of personal control
and future time perspective beliefs in achievement and self-regulation.
Contemp Educ Psychol 2001, 26:481–506.
38. Singh-Manoux A, Marmot M: Role of socialization in explaining social
inequalities in health. Soc Sci Med 2005, 60(9):2129–2133.
39. Schwarzer RRF: The health belief model. In Predicting Health Behaviour: research
and practice with social cognition models. Buckingham: Open University Press;
1996:23–61.
40. Fishbein M, Ajzen I: Belief, attitude, intention and behaviour. Reading (MA):
Addison-Wesley; 1975.
41. Gibbons CJ, Kenning C, Coventry P, Bee P, Fisher L, Bower P: Development
of a multimorbidity illness perceptions scale (MULTIPleS). PLoS One 2013,
8(12):e81852.
42. Morris RL, Sanders C, Kennedy AP, Rogers A: Shifting priorities in
multimorbidity: a longitudinal qualitative study of patient’s prioritization of
multiple conditions. Chronic Illn 2011, 7(2):147–161.
43. Bayliss EA, Edwards AE, Steiner JF, Main DS: Processes of care desired by
elderly patients with multimorbidities. Fam Pract 2008, 25(4):287–293.
44. Bower P, Macdonald W, Harkness E, Gask L, Kendrick T, Valderas JM, Dickens C,
Blakeman T, Sibbald B: Multimorbidity, service organization and clinical
decision making in primary care: a qualitative study. Fam Pract 2011,
28(5):579–587.
45. Payne G, Williams M: Generalization in qualitative research. Sociology 2005,
39(2):295–314.
46. Marra C, Lynd L, Harvard S, Grubisic M: Agreement between aggregate
and individual-level measures of income and education: a comparison
across three patient groups. BMC Health Serv Res 2011, 11(1):69.
47. Laaksonen M, Martikainen P, Nihtilä E, Rahkonen O, Lahelma E: Home
ownership and mortality: a register-based follow-up study of 300 000 Finns.
J Epidemiol Community Health 2008, 62(4):293–297.
48. Sprosten K, Mindell J: Health Survey for England 2004. Volume 1. The health
of minority ethnic groups. In Leeds: The Information Centre; 2006.
49. Mathur R, Hull SA, Badrick E, Robson J: Cardiovascular multimorbidity: the
effect of ethnicity on prevalence and risk factor management. Br J Gen Pract
2011, 61(586):e262–e270.
50. Fortin M, Lapointe L, Hudon C, Vanasse A: Multimorbidity is common to
family practice: is it commonly researched? Can Fam Physician 2005,
51(2):244–245.
51. Sanders C, Rogers A: Bodies in Context: Potential Avenues of Inquiry for
the Sociology of Chronic Illness and Disability WIthin a New Policy Era.
In Handbook of Sociology of Health, Illness, and Healing: A Blueprint for the21st Century. Edited by Pescosolido B, Martin J, McLeod J, Rogers A. New
York: Springer Science + Business Media; 2011:483–504.
52. Vassilev I, Rogers A, Blickem C, Brooks H, Kapadia D, Kennedy A, Sanders C,
Kirk S, Reeves D: Social networks, the ‘Work’ and work force of chronic
illness self-management: a survey analysis of personal communities.
PLoS One 2013, 8(4):e59723.
53. Blickem C, Kennedy A, Vassilev I, Morris R, Brooks H, Jariwala P, Blakeman T,
Rogers A: Linking people with long-term health conditions to healthy
community activities: development of Patient-Led Assessment for Network
Support (PLANS). Health Expect 2013, 16(3):e48–e59.
54. Blakeman T, Bower P, Reeves D, Chew-Graham C: Bringing self-management
into clinical view: a qualitative study of long-term condition management
in primary care consultations. Chronic Illn 2010, 6(2):136–150.
55. Michie S: Designing and implementing behaviour change interventions to
improve population health. J Health Serv Res Policy 2008, 13(suppl 3):64–69.
56. Bate P, Robert G: Experience-based design: from redesigning the system
around the patient to co-designing services with the patient. Qual Health
Care 2006, 15(5):307–310.
57. Mercer SW, Gunn J, Bower P, Wyke S, Guthrie B: Managing patients with
mental and physical multimorbidity. BMJ 2012, 345:e5559.
58. Katon WJ, Lin EH, Von Korff M, Ciechanowski P, Ludman EJ, Young B,
Peterson D, Rutter CM, McGregor M, McCulloch D: Collaborative care for
patients with depression and chronic illnesses. N Engl J Med 2010,
363(27):2611–2620.
59. Bohlmeijer E, Prenger R, Taal E, Cuijpers P: The effects of mindfulness-based
stress reduction therapy on mental health of adults with a chronic medical
disease: A meta-analysis. J Psychosom Res 2010, 68(6):539–544.
doi:10.1186/s12913-014-0536-y
Cite this article as: Coventry et al.: Capacity, responsibility, and
motivation: a critical qualitative evaluation of patient and practitioner
views about barriers to self-management in people with multimorbidity.
BMC Health Services Research 2014 14:536.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
